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	Executive summary

	
Health Education England (HEE) requires higher education institutes that provide undergraduate and pre-registration health care programmes to meet the HEE Quality Framework requirement for reporting concerns observed in practice.  The Concerns Reporting Process was implemented in November 2016, following which a local level process was develop for staff and students to raise and escalate incidents observed in practice.  The aim is to examine the quality of learning in placements.

In SHS, an online process has been implemented since 2016 to allow reporting of incidents observed in practice. The report to HEE is required on a monthly basis, and internally the data is reviewed through its Practice Education Committee.  An annual report is presented to Board of Studies highlighting range of concerns, actions undertaken to address these and monitoring of these incidents to highlight themes in order to put supporting mechanism in place.

This report covered the period from November 2020-March 2022. The number of incidents reported in this period was impacted by the likely changes to practice places as a result of Covid-19.  The report outlines recommendations for the School to take forward through its Practice Education Committee.

The annual report was considered and approved by Board of Studies on 28 June 2022 noting the challenges are students face in practice, and the impact on their well-being and health. The Board also noted the strong working relationship between the School and our clinical practice staff to manage these incidents and support our students.

Recommendation(s)

1. A number of recommendations are noted in the report, which will be monitored through the Practice Education Committee and Board of Studies.


	Action(s) required from the Committee:
	
A. To discuss and approve the annual report and recommendations
B. To provide any observations/feedback to the School






The table below outlines which committees/groups have already seen the report and the resulting outcome/action from discussions.

	Committee date
	Committee title
	Outcome/action
	Action date
	Paper version number

	28/05/2022
	Board of Studies
	Approved the report and recommendations. Responsibility for monitoring of these recommendations sit with the Practice Education Committee, with regular update provided to Board of Studies
	Ongoing
	Paper X (Item 23)

	13/07/2022
	Senate
	Received
	
	

	
	
	
	
	


















Escalation of Concerns to Health Education England (HEE): 
Report of key themes to SHS Board of Studies:  Annual Report
November 2020-October 2021 and November 2021-March 2022
Background
The ‘Concerns Reporting Process’ was implemented by Health Education England (HEE) in November 2016 to meet the requirements laid out in the HEE Quality Framework. The Quality Framework sets out HEE’s expectations for quality and represents a single framework through which HEE evaluate, manage and improve the quality of education and training for all healthcare.  It is based on six domains that reflect the key components for quality in work based placements for all learner groups. Each domain is then supported by a set of evidence-based quality standards that learning environments are expected to demonstrate. The domains have a small set of metrics that will act as proxy measures to evidence these standards. The aim is that this is facilitated by the triangulation of data and information including insight on patient safety by local teams.

The ‘concerns reporting process’ was developed to demonstrate to the HEE local office that we can meet these requirements. The aim is to examine the quality of learning in placements from a multi professional perspective and to triangulate information to determine if a placement quality review is required. 

The report is required monthly, and this summary report covers reporting from City between November 2020 and October 2021 (twelve-month period, previously unreported to Board of Studies) and November 2021-March 2022 (latest five-month period).  This period was characterised by periods of service recovery following substantial change to the nature of practice placements for healthcare students due to COVID-19 in the 2020/21 academic year.

This period also saw several periods during which public health restrictions were imposed and relaxed as a result of waves of infection (see Appendix A). Students undertaking practice placements were involved in new and evolving processes and procedures in NHS and Independent Sector organisations, within a high-pressure context for healthcare practitioners.  Accordingly, students also received enhanced online support from the academic teams during this period (for example link lecturing), as well as a return to pre-pandemic support in some areas.  These changes impacted on the frequency and nature of the incidents reported.   

The range of concerns covered in this report include:
· Unprofessional behaviour observed/reported by students or academic staff in placement areas
· Concerns students have raised regarding their safety or the safety of a patient
· Concerns regarding supervision of students that does not meet the minimum expected standards
· Quality issues that have been raised via another route e.g. whistleblowing by another staff    member or serious incident investigation
· Any occasion where students have been removed from a learning environment and reasons why 
Concerns are reported as high or medium risk, this is defined by the HEI submitting the report.  Low risk incidents are not required to be reported.

Table of Terms and Definitions

	Abbreviation or Term
	Description

	Nursing and Midwifery Council (NMC)
	Regulatory body for Nurses and Midwives

	Care Quality Commission (CQC)
	Independent regulator of all health and social care services in England


	Disclosure and Barring Service (DBS)
	The Disclosure and Barring Service helps employers make safer recruitment decisions.  DBS is an executive non-departmental public body, sponsored by the Home Office.


	Public Health England (PHE) 
	Public Health England (PHE) was a government body that existed to protect and improve the nation's health and wellbeing and reduce health inequalities.  It was replaced by UK Health Security Agency and Office for Health Improvement and Disparities in October 2021.


	Personal Protective Equipment (PPE)
	Equipment such as masks, gowns, gloves, aprons, used to protect a practitioner from infection.


	Practice Assessment Document (PAD)
	Document used to record assessment of nursing student competence during their placement


	Practice Education Lead (PEL)
	Member of SHS academic staff with responsibility for oversight of clinical placements for a specific field of nursing, midwifery, or AHP practice.


	Lead Midwife for Education (LME)

	LMEs are based at, and employed by, the university. They are experienced practising midwifery teachers, leading on the development, delivery, and management of midwifery education programmes.


	Strategic Practice Lead (SPL) 
	Member of SHS academic staff with strategic responsibility for clinical practice placements related to an area of practice, either Allied Health Professional placements, or Nursing and Midwifery placements.


	Link Lecturer
	Member of SHS academic staff with responsibility for linking with a specific practice area.  The link lecturer will liaise with students and clinical staff to support a positive learning environment.


	Clinical Practice Facilitator (CPF)
	A member of healthcare organisation staff who has responsibility for midwifery student experience whilst in placement.


	Practice Development Nurse (PDN) 
	Members of healthcare organisation nursing staff who lead on development of nursing practice, student, and patient experience.


	Practice Educator (PE)
	Members of healthcare organisation nursing staff with responsibility for supervising and assessing student speech and language therapists.


	Practice Experience Manager (PEM)
	 Members of healthcare organisation nursing staff who lead on student experience in placements.




   SUMMARY OF HIGH-RISK INCIDENTS/REPORTS 
· A student reported inappropriate behavior whilst alone with a clinical member of staff. The student reported that the clinical member of staff used inappropriate words and made inappropriate physical contact. The student felt uncomfortable and tried to remove themselves from the situation. The incident was raised with the student coordinators in the placement area and escalated to Education staff within at Trust level, Trust Human Resources and City, University of London staff. A formal investigation was undertaken and the student was supported throughout.   
· A student attended clinical placement despite having a household contact who was experiencing COVID-19 symptoms and was awaiting a test result. The student had emailed their link lecturer to seek advice and had received an out of office reply. The Programme Director contacted the clinical placement area, and the student was asked to return home from placement to complete their self-isolation. The student was supported with their understanding of public health regulations and guidance through the Cause for Concern process.
· The NMC were informed of a report regarding a unit for which the CQC has published an adverse inspection report. Since the unit was given an inadequate rating, it was deemed to not be a safe or suitable learning environment for students. Students placed in other areas within the organization were contacted and reported feeling well supported in practice. Therefore, we continued to place students within the organization. A response was sent to the NMC indicating that we did not use the unit rated in adequate for student placements currently.
· A report within the media detailed a case of racial discriminatory behavior by clinical within a ward which students may have been exposed to. Placement evaluations from the ward were reviewed (no reports of discriminatory behavior between clinical staff). An exception report was submitted to the NMC, advising that we would remain vigilant about the culture on the ward and offer regular reflective opportunities to students who are placed there.
· We were contacted by the NMC who had been made aware of a Coroner’s Report citing poor clinical practice, resulting in the death of a patient. As a result, the NMC were seeking assurances as to any action taken by City to manage risks to the learning environment and compliance of the educational standards. We were unaware of the incident until we were contacted by the NMC.  Students have not raised concerns about the incident or about the unit.  We discussed this with the Practice Education Team at the hospital and reviewed the latest audit of the area. The audit was satisfactory and was completed after the incident.
· It was identified that two students in placement had not completed the DBS process. A review of all students identified a further two students in placement had also not completed the DBS checks and/or Occupational Health checks. The four students were withdrawn from practice. A review of the DBS/Occupational Health process was undertaken and steps to strengthen the process were taken. Opportunities for human error were removed and a new system incorporating direct feed into the student records system was implemented.
· A student reported an unprofessional and inappropriate conversation between four qualified members of staff. Initial fact-finding investigation was undertaken, the student was supported by City staff, and the Head of Education within the Trust was informed. A detailed review into ward culture was initiated, and the Trust Education Team undertook fortnightly reflections with all pre-registration students. All clinical staff were required to undertake Equality and Diversity training.
· A student witnessed a 12-year-old patient being kicked by a member of staff, in the presence of another member of staff. A statement was received from the student and shared with Director of Nursing, who escalated within the Trust under their whistleblowing process. A detailed review into ward culture was initiated. The Trust Education Team undertook fortnightly reflections with all pre-registration students. The case was further investigated by Children’s Social Services the student provided verbal statements, supported by the Practice Education Lead.
· A student contacted the School to raise a complaint about bullying and/or harassment in their placement by a Practice Educator. The student also raised this as a safeguarding issue and felt that the appropriate support had not been in place. The Divisional Lead and Strategic Practice Lead managed the case. The student was encouraged to seek support from the central University support services and the NHS. The student returned to practice (in a new setting) and reported feeling more settled, although an action plan was agreed with them. Student subsequently decided to interrupt their studies due to ill health, then withdrew from their programme.
· A student died following working a shift in their part-time job within a partner organisation. Police investigation was instigated but no suspicious circumstances were identified. SHS did not send students to this placement site during the investigation but a positive relationship with the placement area has been maintained. 
· A student completed a mock placement assessment and submitted this as a summative assessment. This was identified before the mark was ratified at an Assessment Board. The student was referred to the Academic Misconduct process as advised by Quality.
· A student reported two separate personal safety concerns arising when they left their placement areas on two occasions (2x attempted theft). The student was supported by the academic team, placement area and Placements Team. The student was initially unable to return to placement or university campus due to anxiety. Student was referred to relevant services, including Occupational Health and GP. Following Occupational Health recommendations, the student was cleared to return to practice and a new placement area was agreed with the student. 
· Link lecturer reported conversations with students during link visits raising concerns about adequate staffing levels. They worked with a lot of temporary staff and felt they were not getting opportunities for assessment on their proficiencies or completion of their required Practice Assessment Documents (PAD). Practice Education lead raised the issue with senior staff for education.
· A student attended for a night shift, but this had not been agreed with the education or ward teams.  During the night the student accessed the records of a member of their community.  The patient complained that members of their community were aware of personal medical information and this could only have come from data being shared by the student without permission. The student was suspended from practice. Fitness to practice procedures were initiated and found fit to practice with conditions.
· A student commenced a consultation with a patient in the absence of their supervisor, using the supervisor's log-in details to access the patient records, which was not acceptable. The academic team reviewed the content of the programme to ensure there is guidance about working under supervision and governance arrangements in clinical areas. The Trust reviewed their governance training for students.
· A student reported inappropriate handling of a paediatric service user by a non-clinical member of staff within the placement setting. The Practice Educator supported the student and reported the safeguarding issue locally. The student reported that they felt they did not handle the situation well as they did not intervene at the time. City staff supported the student in understanding their role during the incident and their action to report the incident. 
· A student performed venepuncture on a patient. The student had been invited to a venepuncture training session provided by a medical educator for medical students and staff. Unsuccessful venepuncture was attempted on a patient in the department by medical students under supervision. The nursing student then offered to take the blood as they were a trained phlebotomist. Student believed they needed to undertake this skill for their Practice Assessment Documents. Incident was reported to Practice Development Nurse, who updates staff communications on student nurse learning and practice requirements to include medical staff.  Student was supported to write a reflection on accountability, professional boundaries and patient safety as a result of this incident. Existing City guidance on student Practice Assessment Documents and what is required to be reviewed.
· A student reported unsafe, unprofessional and inappropriate behavior by a clinical member of staff. The incidents were reported to Practice Experience Manager (PEM) and to Nursing Team Leader. Statements were requested from the patient. Shadowing visits and random selection of patient feedback were put in place for the nurse. The Team Manager apologised to the student for their poor experience.

SUMMARY OF MEDIUM-RISK INCIDENTS/REPORTS
· One student reported poor communication from clinical staff and delays in communicating with HEI staff out of hours, following exposure to a COVID-19 positive patient. Out of hours support through Professional Midwifery Advocates/switchboard was highlighted to the student. Student offered support through Occupational Health and academic team.
· One student, who was wearing appropriate Personal Protective Equipment, was exposed to a patient who subsequently tested positive for diphtheria. Public health England was informed. Student was reassured that their risk is low.
· One student agreed to be cannulated by a healthcare professional practicing their technique. This is not considered normal or acceptable practice and the student was debriefed by the Trust and supported by academic staff.
· One student developed COVID-19 symptoms whilst on placement. The student was sent to the testing station, but was unable to self-swab due to anxiety. Another student offered help, however was not wearing full Personal Protective Equipment. Support was offered to all students in the area by Clinical Practice Facilitator and link lecturer. Reflective practice sessions were facilitated for all students to discuss in an anonymized way.
· Two students reported inadequate Personal Protective Equipment. They have expressed concern about only having gloves, aprons and a face surgical mask. Practice Education Lead discussed this with the Practice Education Manager. Trust investigated.
· One student submitted their clinical portfolio to the University with patient identifiable information included. A supportive cause for concern action plan was initiated for the student.
· One student became angry and spoke inappropriately to Clinical Practice Facilitator during cause for concern review meeting. The placement was withdrawn from the student by the Clinical Practice Facilitator. The student took an interruption of their studies. 
· A student reported that they had been asked to work 5 12-hour days in a 7 day period and could not go in on the following day because they were too tired.  The student’s mother phoned the Clinical Practice Facilitator and was reported to be angry and aggressive on the phone. The LME and Link Lecturer spoke to the student and to the Clinical Practice Facilitator.  The shifts were allocated in error and reassurance was given that it would not happen again.  The student understands that it is not appropriate to work 5 long shifts in 7 days and was offered support regarding professional communication and raising/escalating concerns in an appropriate way.
· A student had concerns about a potential safeguarding issue with a patient. Trust staff had some concerns about how this was communicated by the student back to the staff. The appropriate services were made aware of the patient's situation and this was managed at the Trust. Academic staff met with the student to discuss the incident. The student agreed to refresh her safeguarding training and how to raise concerns.
· A student undertaking a paid clinical placement during the pandemic reported as sick to their placement area and was then found to be working bank shifts in another area of the organisation. A meeting was held between the Head of Nursing and the student as per organisational Human Resources processes (as the student was an employee).  The student was issued with a warning.  The School initiated a Cause for Concern process.
· A student reported feeling scared and uncomfortable as a result of a non-clinical member of Trust staff asking them inappropriate questions and behaving inappropriately. Practice Education lead supported student and discussed with ward manager and Practice Development Nurse. The employee concerned was moved to another part of the hospital. The student was offered a placement in another hospital, but did not want to move.
· A student failed to attend placement and had not informed the Practice Educator that they were unable to attend. The Practice Educator contacted the tutor in order to inform of the non-attendance and to ask for a welfare check. Student was supported through cause for concern and decided to interrupt studies.
· We were contacted by the NMC to provide a response to an incident following Coroner’s inquest into a death of a patient from Sickle Cell Disease. There was concern that nursing staff did not have the correct knowledge despite there being a high prevalence of the disease in the local community. We had not been aware of this incident, so a response was sought from the Trust, who advised that information relayed is not reflective of the identified risk. We were satisfied that the learning environment was appropriate for the students and their evaluations of the clinical area were positive.
· A student was involved in an altercation with the security staff and a visitor in the car park, due to unsafe parking of their car.  The student registered a complaint against the security staff, which CCTV reveals were trying to protect them from the aggression of the visitor.  The student’s behaviour towards the visitor was reported to be unprofessional. The complaint was investigated by the Trust and declared unfounded. The student's behaviour was discussed as part of cause for concern process, which was completed appropriately.
· Manager of clinical department notified us that one of our students had been subjected to "exceptionally rude" behaviour by a member of staff. The manager has spoken with the staff member but informs us that this is not an isolated incident with this member of staff and they were largely unrepentant. Appropriate Human Resources processes were in place. The student was supported by the manager and academic staff. 
·  One student had a panic attack, was non-responsive and ambulance services were called on-site. Student was transferred to hospital, next of kin contacted. Subsequently student was supported by Personal Tutor and Programme Director, their GP, referred to Occupational Health and it was deemed that no further action was required.
· One student reported concerns about the safety of a patient on a ward, relating to mealtimes. The student discussed the incident and safeguarding issues with their clinical tutor. The student wrote an account of their observation and shared it with the Practice Educator and requested it be sent to the Safeguarding Lead in the hospital. Student was supported by Practice Educator.
· One student was identified as having a chronic Hepatitis B infection which precludes them from attending placement. The student attended for their induction day, prior to the academic team being notified. The LME liaised with colleagues nationally and with Occupational Health to understand why there was a delay in notification. The student was advised to work with their consultant but subsequently decided to withdrawn from the programme due to personal choice regarding the management of their health. Further consideration is being given to screening students for Hepatitis B prior to acceptance on the programme.
· One student reported incidents relating to lack of support from clinical staff, unprofessional behavior from clinical staff and one incident of racist abuse from a patient. Strategic Practice Lead Nursing & Midwifery met with site Practice Development Nurse. Student has been supported by Strategic Practice Lead Nursing & Midwifery vand has agreed to share with Personal Tutor if further support is required. Strategies to ensure student is supported in placement established. Practice Development Nurse raised issues with Trust regarding staffing levels.
· One student reported bullying from a clinical member of staff. A meeting took placement between the link lecturer, student and the student contact within the department. The student did not wish to make a formal complaint but requested an apology. Line manager held a meeting with the staff member. Student was supported by link lecturer.
· One student described “casually homophobic” comments made by clinical staff and also described clinical staff “making fun” of students. Student was supported by link lecturer and has put a plan together for managing future placements. Student Lead within the department to liaise with department staff about this unacceptable behavior / culture. Student was happy with the outcome.
· Student reported to link lecturer that they had been shouted at by a clinical member of staff in a public area in front of patients. Link lecturer has spoken with student. Student was upset by the incident. Link lecturer has supported the student and clinical site regarding this incident. 
Discussion and Recommendations
All the reported incidents have been addressed; the incident reports were regularly reviewed, and all actions taken, together with outcomes, were communicated to all stakeholders involved in the incident. In some cases, these have been reported outside of City, this is when safeguarding issues, students’ safety or criminal activity were suspected. 

There has been a total of 43 high and medium risk incidents reported in the seventeen-month period covered by this report. When compared to the 2019-20 report, even when the additional five-month period is excluded, this number is increased. This is likely to be reflective of the changes to practice placements as a result of the COVID-19 pandemic – which saw a decreased number of incidents reported in 2019/20. Efforts to enhance the visibility and awareness of the reporting process amongst students, academic staff and clinical partners by Deanery and Divisional staff are likely to also have played a role in this increase.

Practice Education Leads and Programme Directors have been reminded of the requirement to report incidents and maintain ongoing dialogue with practice placement staff and students.  This is intended to encourage openness and transparency to ensure the maintenance of high-quality learning environments, patient and public safety, and confidence in educational provision. They continue to work with the Associate Dean for Partnerships and Placements and Strategic Practice Leads to ensure that appropriate actions are taken, and the outcomes are clearly communicated to all stakeholders involved with an incident.  The web form remains available to academic staff, practice placement staff and students to be able to report incidents. 

· The web form continues to be effective in gathering data from Practice Education Leads and other academic staff.
· Practice staff appear to favour liaison with Practice Education leads and link lecturers when reporting incidents, therefore additional work may be required to promote the use of the webform amongst clinical colleagues
· There have also been incidents reported by students during the past 12-month reporting period. Whilst this is encouraging and reflects the work of all involved in preparing students for their practice placements, it is also acknowledged that additional work is needed to continue to raise the visibility of the process as a mechanism for students to report incidents that happen during their practice placements.
· A positive aspect of the current mechanism for capturing information pertaining to medium and high risk incidents is that students are raising and highlighting incidents to their link lectures, practice education leaders and practice supervisors, who subsequently complete the web form. 
· Students remain central to the resolution of any incidents that are reported and are actively involved as stakeholders in resolving issues / incidents to ensure that they continue to receive high quality learning experiences,.  Simultaneously, this ensures patient and public safety is central to the process of addressing issues highlighted via the web form reporting mechanism.  
· Support for Practice Education Leads via the Associate Dean, Partnerships and Placements and Strategic Practice Leads has continued to benefit, ensuring timely monitoring and review of reported incidents, actions taken and outcomes. 
· Incidents continue to be considered at the Practice Education Committee, which meets six times a year.  This is to enable recognition of themes and areas that need to be addressed across the School.  It also provides an opportunity to share good practice and solutions and this remains a standard agenda item.
· Child and Adult Safeguarding training continues to be included in SHS staff induction, so that SHS staff are able to identify safeguarding incidents that should be reported.  The SHS Safeguarding Officer and Deputy Safeguarding Officer will continue to liaise regarding the reporting, monitoring, and resolution of safeguarding issues throughout the forthcoming academic year.
· There is ongoing work to evaluate the effectiveness of support for students during their practice placements across the divisions within SHS to ensure that the student experience remains positive and that support both from clinical staff and academic staff is appropriate and accessible.  
· Placement evaluations and incident reports will continue to be monitored to identify any change.
· The Senior Student Welfare Officer (SSWO) role has been established to support existing structures for student welfare support. The SSWO is currently overseeing a number of areas under the welfare and engagement aspect of this role in the Quality Team. For example, the SSWO provides guidance to teams to establish excellent standards of service for student support in responding to queries related to pastoral care and welfare affecting their academic learning and placement. They also work with the Quality Officers on welfare areas related to Cause for Concern and Fitness to Practice, Student Complaints and Appeals. 
· A flow chart for placement-related Reasonable Adjustments within SHS was approved to supplement the University’s ‘Reasonable Adjustments’ policy. It is hoped this will be beneficial if/when reasonable adjustments are identified as part of the Escalating Concerns process.

Chris O’Sullivan, Strategic Practice Lead, Allied Health Professionals
Judy Brook, Associate Dean Partnerships and Placements
April 2022

Considered and Approved at Board of Studies: 28 June 2022



Appendix A:
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https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases/articles/coronaviruscovid19latestinsights/overview (Accessed 5th April 2022)



Appendix B:
Timeline of UK government coronavirus lockdowns and restrictions
https://www.instituteforgovernment.org.uk/charts/uk-government-coronavirus-lockdowns (Accessed 5th April 2022)
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Estimated coronavirus (COVID-19) positivity rates, hospital admissions and
number of deaths, England, 1 August 2020 to 27 March 2022
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Source: Office for National Statistics and UK Health Security Agency




